CASES OF OPHTHALMOPLEGIA. 


(From the Department of Prof. B. Sachs at the New York Polyclinic.) 

I. A CASE OF FUNCTIONAL (HYSTERICAL) OPHTHAL¬ 
MOPLEGIA. REPORTED BY B. SACHS, M. D. 

Functional ophthalmoplegia is sufficiently rare to war¬ 
rant a brief report. The patient—F. S.—was kindly re¬ 
ferred to me by Prof. Marple, to whom I am indebted for 
a careful ophthalmoscopic examination, and for the charts 
of the visual fields. 

The patient (Fig. i) is 51 years or age; for many years 
he has been a heavy drinker of beer; also gives an uncertain 
history of previous specific infection. He has been married 
during the past 27 years; his first wife, who is said to have 
had a left ocular palsy, died from a paralytic stroke about 
seven years ago. Six years ago he married his second wife. 
The patient led a regular life; attended to his business as a 
liquor dealer; at one time he weighed 300 pounds; now 
weighs 230 pounds. He was in good health until January 
12th, 1898. On that day he attended the funeral of a 
friend. While standing on the sidewalk, waiting for the 
coffin to be carried out, he noticed a flash of light before 
his eyes, began to see double, felt slightly dizzy, and could 
not look into the light. At no time did he lose conscious¬ 
ness. He was badly frightened; knew that he had the 
same trouble from which his first wife suffered, and of 
which she died. Some friends assisted him to his home; 
on his arrival he found that both eyelids drooped; the 
photophobia was intense, and this symptom has been the 
most distressing one ever since. At the time of my first 
examination (March 5th, 1898), the following record was 
made: Double ptosis; when asked to look up makes a 
great but unavailing effort; slowly raises the entire head, 
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but does not use the fronlales muscles, as patients with 
ptosis ordinarily do. After repeated commands, manages 
to raise the eyelids a little, but does not do so again, 
though requested to do so frequently, during the course 
of a long examination. On lifting the eyelids with the 
fingers, it is seen that the axes converge slightly. Conju¬ 
gate movement of the eyes to the left is imperfect; to the 
right the movement is performed easily. Upward and 
downward movements of both eyes are slightly limited 
and done in a jerky manner. Testing the eyes singly, it 
is noticed that the 1. rectus externus moves the eye around 
about half its normal distance. All other movements are 
performed more satisfactorily; but the movements are 
jerky, and at times succeed very much better than at 
others; muscles appear to be easily fatigued. The pupils 
are slightly irregular in contour; they react, though feebly, 
to light, but contract promptly during accommodation. 
Dr. Marple reported that there are no fundus changes. 
There is some apparent contraction of the visual fields. 
He has no central color scotoma, and his visual fields for 
color show no marked peculiarity. He has some choroidal 
changes, such as are usual in myopes; he also has some 
astigmatism. 

Left vision is 20/40; with —iD. cyl. ax. 90=20/30. 

Left vision is 20/40; with —iD. cyl. ax. 90=20/30". 

A complete examination of the patient did not reveal 
any palsy in any other part of the body; the reflexes were 
normal, and there was no ataxia. Gait and station were 
normal. The head was held in a rigid position, with a 
slight curve to the right, from an evident desire to avoid 
the light. The only other symptom was a complete left 
hemianalgesia, with the exception of the left cornea, which 
was sensitive to touch; in every other part of the left half 
of the body, including the left nostril and the left half of 
the tongue, severe pricks with a pin were not felt. Touch, 
temperature and muscular sensations were normal in both 
halves. In the further progress of the case (to May 1st, 





Fig. II (Case II). 
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1898) few changes were observed until after an attempt 
had been made to affect the trouble by hypnotic sugges¬ 
tion; since that time improvement has set in, but the 
analgesia remains as before, and no effort has been made 
to remove the same by suggestion. 

The interpretation of the symptoms was not altogether 
easy. In view of the alcoholic and (possibly?) specific his¬ 
tory of the patient, it was natural to think first of an or¬ 
ganic lesion; but the sudden origin of the palsies, the un¬ 
usual variability of the symptoms during a single examina¬ 
tion, the incomplete palsy of each muscle affected, the 
palsy of movement rather than of individual muscles, the 
preservation of the pupillary reflexes, the normal functions 
of the chief muscles supplied by the third nerve, in spite 
of the ptosis, militated against the diagnosis of an organic 
ophthalmoplegia. Moreover, no organic lesion could pos¬ 
sibly account for the intense photophobia and for the con¬ 
traction of the visual fields. On the other hand, the sud¬ 
den onset amid emotional excitement (the burial of a 
friend, and the recollection of his wife’s similar trouble), 
the variability of the symptoms, and, above all, the herni- 
analgesia, not to mention the improvement under hyp¬ 
notic suggestion, support the diagnosis of a functional 
(hysterical) partial ophthalmoplegia. 

II. CASE OF INCOMPLETE PARTIAL OPHTHALMO¬ 
PLEGIA, PROBABLY DUE TO EMBOLISM. REPORTED 
BY ALFRED WIENER, M. D. 

H. S. is 17 years of age. (Fig. II.) Three years ago, 
while eating his breakfast, he suddenly experienced great 
difficulty in speaking. This passed away after his meal, 
and, paying no further attention to it, he went off to 
school. He suffered all that morning with headache, and, 
while eating his lunch, again a temporary difficulty in his 
speech was noticed. This passed off, as the previous at¬ 
tack, without any ill effect. About 4 o’clock the same 
afternoon he had another attack, and in trying to observe 
in a looking-glass what the trouble was with his tongue, he 
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noticed that his face was contracted and pulled toward the 
left side. This continued for about a minute, and then he 
dropped to the floor, and became unconscious with an at¬ 
tack of convulsions. After the attack of convulsions he 
fell asleep; slept for one hour, and awoke apparently well, 
with the exception of the condition present in his eyes. 
Previous to this attack he admits having suffered 
from headache, dizziness and palpitation, which at times 
were quite severe. Denies all excesses in alcoholism, syphilis 
and tobacco. Never had rheumatism. Family history 
negative. Status pracsens: Heart is hypertrophied; pulse, 
128 to 140; irregular at times. No murmur can be de¬ 
tected, although carefully looked for and examined by 
several gentlemen besides myself. 

The eyes present the following conditions: 

Patient’s vision is very good. There is a ptosis of the 
left eyelid. This lid cannot be raised beyond the pupil 
when the eye is looking straight forward. The right lid is 
raised only incompletely. The movements of the eye¬ 
balls are very much restricted. Diplopia is present when 
looking either upward or downward, the objects looked at 
showing one image above the other. 

The following muscles are affected in each eye: 

Left Eye: External rectus, slight; internal rectus, 
slight; inferior rectus, slight; superior rectus, marked. 

Right Eye: Internal rectus, slight; superior rectus, 
slight; external rectus, very slight. 

The discs and retina in both eyes appear normal. The 
field of vision and color sense are also normal. Pupils 
respond to light and accommodation. The patient be¬ 
lieves that during all this time the condition above ob¬ 
served has never grown any worse, nor, on the other hand 
has any improvement been noticed. 

The patient otherwise presents no nervous symptoms. 
He still suffers from headache and dizziness and occasional 
palpitation. 

In regard to the diagnosis in this case, it was necessary 
at first to determine whether the lesion had only involved 
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the nuclei of the oculomotor nerve, or actually the nerve 
itself. 

Against the involvement of the nerve, in other words, 
a peripheral neuritis, was, in the first place, the escape of 
the intrinsic muscles of both eyes in a bilateral affection; 
2nd, a peripheral neuritis is usually unilateral; 3rd, other 
nerves in close proximity to the third would usually suf¬ 
fer at the same time. 

By exclusion we must, therefore, believe that the 
lesion has involved the nuclei. As arguments against a 
chronic nuclear ophthalmoplegia, we record the rapid on¬ 
set, and the absence of any progression in the symptoms 
showing a further invasion of the nuclei. An acute nuclear 
palsy of sudden onset is more probable. 

In regard to the nature of the lesion, we must differen¬ 
tiate between one of the following conditions: 1st, hem¬ 
orrhage; 2d, an inflammatory condition which is charac¬ 
teristic of polioencephalitis superior; 3d, embolism. 

If a hemorrhage had occurred in this area, the symp¬ 
toms would have been much more severe and extensive. 

In regard to polioencephalitis superior, we are inclined 
to believe that from the very sudden onset and the ab¬ 
sence of any constitutional symptoms, together with the 
lack of any improvement or progression in the symptoms, 
that such a morbid process did not exist. 

On the other hand, the condition of this boy’s heart, 
together with the sudden onset and the peculiar irregular 
involvement of the nuclei on both sides, points to the in¬ 
volvement of one of the arterial branches of the basilar 
artery. The nature of the lesion in an individual of this 
age, who denies any excess in alcoholism or tobacco, and 
gives a negative syphilitic history, must necessarily be an 
embolism. 

We have, therefore, in this patient a very unusual 
and instructive case of an incomplete, bilateral, external 
ophthalmoplegia of sudden onset, due to an embolus hav¬ 
ing been lodged in one of the branches of the basilar ar¬ 
tery. 



